Introduction 30
Throughout pregnancy, couples may face several types of perinatal loss, including 31 miscarriage, stillbirth, or termination of pregnancy for fetal abnormality (TOPFA; Public 32
Health Agency of Canada, 2000) . Grief responses such as sadness, disappointment, guilt, 33 and anger are common following a perinatal loss (Kavanaugh & Wheeler, 2003) , as this is 34 often an unexpected event which entails several losses (e.g., the child, the parental role, a tendency of the great majority of couples presenting incongruent grief responses 54 (Korenromp, 2006) . Furthermore, four months after TOPFA, women were found to 55 present a significantly higher prevalence of clinically relevant grief responses (i.e. scoresabove the cut-off point, indicating the possible existence of pathological grief reactions) 57 than men (9.70% vs. 2.40%, Korenromp et al., 2007) , and only in a small percentage of 58 couples (1.10%) both members simultaneously displayed clinically relevant grief 59 responses (Korenromp, 2006 shown to have a higher probability of divorce than those with healthy babies (Gold, Sen, & 71
Ayward, 2010). 72
Furthermore, as in the great majority of incongruent couples women were found 73 to display significantly more intense grief responses than men, short-term incongruence 74 regarding grief responses has been identified as a risk factor for women's difficulties in 75 adjusting to the loss (Korenromp, 2006) . Given the significant consequences of couple 76 incongruence, it is important to assess couples' short-term reactions to the loss. Doing so 77 will allow for clinical interventions aimed at preventing subsequent marital distress to be 78 implemented when needed. In addition, it is essential to identify factors contributing to 79 this phenomenon, as this will enlarge the scope of clinical interventions, leading to an 80 increase in its effectiveness. 81
In spite of the different meanings the loss may have for each parent, perinatal loss 82 is shared by the couple (Gilbert & Smart, 1992 Women who accepted to participate were mailed an informed consent for signing and two 125 versions of the questionnaires (their own and the one for their partners), and were told 126 that both spouses should complete the questionnaires separately and return it in a pre-127 stamped envelope provided by the researchers. Regardless of participation in the study, 128 psychological counseling was available to all couples. 129
A total of 62 couples were contacted, from which seven (11.29%) refused to 130 participate, and 18 (29.03%) did not return the questionnaires. Of the remaining 37 131 (59.68%), only those in which both members of the couple answered the questionnaires 132 were considered. The final sample comprised 31 couples, that is, the participation rate for 133 this study was 50.00%. For four of these couples, marital intimacy was assessed during 134 pregnancy and before the diagnosis, due to their participation in another research project 135 the authors were carrying out at the time. higher scores than their partners (data not shown). Gender differences were significant in 197 the three grief dimensions (see Table 2 ). In the congruent group, significant gender 198 differences were found for Active Grief and Difficulty Coping (see Table 2 ). Women in 199 incongruent couples displayed significantly more intense grief responses than women in 200 congruent couples (see Table 2 ), regarding Active Grief (Mann-Whitney U = 35.00, p = 201 .010), Difficulty Coping (Mann-Whitney U = 14.50, p < .001), and Despair (Mann-Whitney 202 U = 20.00, p = .001). No group differences were found for men (see Table 2 ). 203
While in the congruent group no gender differences were found regarding the 204 prevalence of clinically relevant grief responses, this prevalence was significantly higher 205 for women than men in the incongruent group (see Table 2 ). A significantly (Fisher exact p 206 = .006) higher proportion of women with clinically relevant grief responses was found in 207 the incongruent group compared to the congruent group (see Table 2 ). No such difference 208 was found for men (see Table 2 ). 209 (Table 3 about 
here) 210
As Table 3 shows, only women's perception of marital intimacy was significantly 211 associated with couple congruence on grief responses. Women perceiving higher levels of 212 marital intimacy tended to display grief responses more congruent with their partners'. 213 (Table 4 about 
here) 214
All regression models were found to be significant (see Table 4 ). Women'swhile men's perception was found not to be a significant predictor. Regarding Active Grief 217 and Difficulty Coping, less time since loss predicted more couple congruence. 218
Discussion 219
The present study has several strengths which make it an important contribution 220 to the current state of the art. First of all, our quantitative approach allowed us to classify 221 and compare congruent and incongruent couples regarding grief responses which, to our 222 knowledge, has not been done before. The present study was also the first to address the 223 role of marital intimacy in fostering couple congruence on grief responses. Finally, we 224 focused on a specific type of perinatal loss (i.e., TOPFA) which, despite its recent increase 225 short- (Korenromp et al. 2007 ) and long-term grief reactions (Lang et al., 1996) , 262 particularly for women. Consistently, our results confirm marital intimacy to be a personal 263 resource for women, as it promotes couple congruence. Belonging to a congruent couple 264 may indicate the presence of more adaptive grief responses, as women in incongruent 265 couples were found to display a higher prevalence of clinically relevant grief responses 266 than those in congruent couples. Given that the intensity of men's grief responses was 267 found not to vary according to couple's congruence level, it is understandable that their 268 perception of marital intimacy was not found to predict couple congruence. Furthermore,as we have discussed, the opportunity for emotional expression seems to be less valued by 270 men, which may also contribute to these findings. 271
Several clinical implications derive from our results. First, couple congruence on 272 grief responses should be carefully assessed, as belonging to an incongruent couple may 273 signal difficulties adjusting to the loss. Moreover, although this does not seem to occur 274 frequently (Korenromp, 2006) , there is the possibility that both members congruently 275 present clinically relevant grief responses. 276
Second, as our study confirmed that men tend to display less intense grief 277 reactions than women following TOPFA, clinicians should stress the normativity of such 278 differences. It should be underscored that although both partners lose a child there can be 279 disparities in the meaning of the loss for each parent (Gilbert & Smart, 1992) . It is 280 important for clinicians to assess and discuss the reasons behind men's lack of overt 281 manifestations, as women may interpret it incorrectly (e.g., that men do not care about the 282 loss of the baby; Schwab, 1992) . Couples who acknowledge and accept these differences 283 have been shown to be more able to share their feelings with each other (Beutel et al., 284 1996; Schwab, 1992) . 285 Matthiesen, 1987), in a time when many couples feel socially isolated (Gilbert, 1989) . 294
Given that intimacy is a continuous process (Schaefer & Olson, 1981) , it is likely 295 that not only a more intimate relationship leads couples to share loss-related feelings and 296 makes them more competent at this task (as they feel that the partner accepts their 297 feelings and opinions and, as a result, they are more prone to express them), but also that 298 this sharing strengthens the couple's perception of marital intimacy. Some limitations of our study should be acknowledged. First, given our small 308 sample, the power of the present study only allowed us to detect large effects. As such, 309 small to medium effects concerning the relationships between the study variables may 310 exist, which we were not able to detect. Second, as this study had a cross-sectional design, 311 couples were assessed only once, which may be insufficient in order to fully capture the 312 influence of marital intimacy on couple congruence. Third, marital intimacy was assessed 313 at different times (prior to or after TOPFA). However, as intimacy is a stable, albeit 314 dynamic, process (Schaefer & Olson, 1981) , we believe the reliability of our data not to 315 have been compromised. Finally, it was not explored whether or not our assessment of 316 couple congruence is consistent with couples' subjective perception of this variable, which 317 should be explored in future studies. 318
In conclusion, our work underlines the importance of considering both members of 319 the couple and focusing on relationship variables when studying topics regarding 320 pregnancy and family. Further investigations are needed in order to identify other 321 important factors influencing couple congruence. 322 a 0 = no living children, 1 = living children; based on women's data, as two men had 4 children from previous relationships. 5
